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Literature evaluating association between neonatal morbidity and immigrant status pres-
ents contradictory results. Poorer compliance with prenatal care and greater social risk fac-
tors among immigrants could play roles as major confounding variables, thus explaining
contradictions. We examined whether prenatal care and social risk factors are confounding
variables in the relationship between immigrant status and neonatal morbidity.
Methods
Retrospective cohort study: 231 pregnant African immigrant women were recruited from
2007–2010 in northern Spain. A Spanish population sample was obtained by simple ran-
dom sampling at 1:3 ratio. Immigrant status (Spanish, Sub-Saharan and Northern African),
prenatal care (Kessner Index adequate, intermediate or inadequate), and social risk factors
were treated as independent variables. Low birth weight (LBW< 2500 grams) and preterm
birth (< 37 weeks) were collected as neonatal morbidity variables. Crude and adjusted
odds ratios (OR) were estimated by unconditional logistic regression with 95% confidence
intervals (95% CI).
Results
Positive associations between immigrant women and higher risk of neonatal morbidity were
obtained. Crude OR for preterm births in Northern Africans with respect to nonimmigrants
was 2.28 (95% CI: 1.04–5.00), and crude OR for LBW was 1.77 (95% CI: 0.74–4.22).
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However, after adjusting for prenatal care and social risk factors, associations became pro-
tective: adjusted OR for preterm birth = 0.42 (95% CI: 0.14–1.32); LBW = 0.48 (95% CI:
0.15–1.52). Poor compliance with prenatal care was the main independent risk factor asso-
ciated with both preterm birth (adjusted OR inadequate care = 17.05; 95% CI: 3.92–74.24)
and LBW (adjusted OR inadequate care = 6.25; 95% CI: 1.28–30.46). Social risk was an im-
portant independent risk factor associated with LBW (adjusted OR = 5.42; 95% CI: 1.58–
18.62).
Conclusions
Prenatal care and social risk factors were major confounding variables in the relationship
between immigrant status and neonatal morbidity.
Introduction
Available literature evaluating the association between neonatal morbidity and immigrant sta-
tus presents contradictory results. Some studies show risks that are similar to or lower than
those for nonimmigrant women. These are related to what has been called the “healthy immi-
grant effect” or the “epidemiologic paradox”, which states that immigrant women are likely to
have better health outcomes, including reproductive outcomes, because they are younger and
have healthier lifestyles. This effect was first described in Latino immigrants (mainly Mexican
women) in the United States [1] and has also been described in African immigrant women in
Europe [2–4] and in Spain [5–7].
In contrast, other studies identify higher risks for preterm birth or low birth weight among
pregnant immigrant women [8,9]. However, these studies have not taken into account poorer
compliance with prenatal care in this population as a confounding variable. Greater risk of
neonatal morbidity (very preterm birth and very low birth weight) in the immigrant population
was reduced after adjustment for prenatal care in a recently published cross-sectional study
conducted in Spain, suggesting that compliance with prenatal care could play an important
role as a confounding variable [10].
In addition, several studies have shown that immigrant women from poor countries live
under worse conditions and in worse socioeconomic situations in their host countries, and
have a greater risk of inequality in the social determinants of health when compared with non-
immigrant women. It places them in positions of social risk and vulnerability [11–14]. Social
risk has also been associated with poorer neonatal outcomes [15–17], and could thus be anoth-
er important confounding variable in the relationship between immigrant status and
neonatal morbidity.
According to this rationale, we hypothesized that the association between immigrant status
and a higher risk of neonatal morbidity could be spurious owing to confounding caused by so-
cial risk factors or poorer prenatal care, both of which are associated simultaneously with im-
migrant status and neonatal morbidity. This could explain the contradictory findings in
published studies.
Feminization of the migration flows to Spain has developed over the last decade, and the in-
crease in foreign mothers giving birth in Spain has been studied in various fields [17,18]. It is
estimated that more than half of female immigrants are of reproductive age, which means that
many of their social and health needs have to do with issues of reproduction and maternity
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[19,20]. In 2010, the majority of foreign women who gave birth in Spain came from Africa, and
were mainly fromMorocco [21].
We undertook a retrospective cohort study to examine whether the lack of adequate prena-
tal care and the existence of social risk factors are confounding variables in the relationship be-
tween the status of African immigrant women (AIW) and neonatal morbidity.
Materials and Methods
Approval of the research protocol was obtained from the Clinical Research Ethics Committee
of Cantabria before data acquisition began on October 8, 2010. Patient records and informa-
tion were anonymized and de-identified prior to analysis.
Study design and participants
In this retrospective cohort study, the study population comprised AIW with uncomplicated
pregnancies and delivery dates between January 1, 2007 and December 31, 2010, who attended
one of the 41 primary health care centers in the Cantabria region of northern Spain. In the
Spanish National Health System, prenatal care for an uncomplicated pregnancy (a pregnancy
with no established maternal or obstetric factors that could increase the risk for maternal or
fetal morbidity) is carried out by a primary health care midwife and a general practitioner.
We undertook a search using the clinical databases of the Cantabrian primary health care
centers. Patient country of origin was subsequently collated with the Connectis Consulting Ser-
vices Civitas Population Information System. We found 264 births in 237 pregnant AIW dur-
ing the study period. Among these births, both first and second pregnancies were identified. Of
the 264 births, 27 were second pregnancies. We included only information about first pregnan-
cies in our analysis. In the case of six pregnant women, follow-up was referred to an obstetri-
cian owing to a change in their status from uncomplicated to complicated pregnancy. Because
these women were not fully under the care of a primary health care center, the final study pop-
ulation was reduced to 231 pregnant AIW with uncomplicated pregnancies. A flow diagram
showing the final included AIW study population and their country of origin can be found in
S1 Fig.
A Spanish population sample was obtained by simple random sampling using a 1:3 ratio,
stratified by the primary health care centers of the 231 AIW study participants. Thus, we de-
fined a population of 693 pregnant Spanish women. Of these 693 Spanish women, 66 were ex-
cluded because their status changed to complicated pregnancy and they were referred to an
obstetrician. Therefore, the final population for the comparative analysis was 627 Spanish
women with uncomplicated pregnancies. A flow diagram showing the final population of
Spanish women included in the study is provided in S2 Fig.
Data sources and variables
Measures. Information for each pregnant woman included in our study was obtained
from the computerized clinical databases of each primary health care center and from hospital
birth records.
The adequacy of prenatal care was estimated based on the Kessner Index (KI) [22]. The KI
combines three variables: the start of prenatal care, the total number of consultations, and the
length of pregnancy. The KI makes an adjustment to the number of consultations considered
adequate for pregnancies that finish before the predicted birth date. In the case of a terminated
pregnancy, prenatal care is considered adequate if the first prenatal visit took place before week
14 and at least nine visits were made. Prenatal care is considered inadequate if the first visit was
Social Risk Factors, Prenatal Care, and Neonatal Morbidity
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after week 28 or fewer than four prenatal visits were made. With cases that did not fall into ei-
ther of these two categories, prenatal care is considered intermediate.
In addition, we created our own index (OI) based on seven quality indicators found in cur-
rent national and international guidelines [23–25]: (1) prenatal care before week 12; (2) folic
acid supplementation before week 8; (3) ultrasound scan between 11 and 14 weeks of amenor-
rhea; (4) ultrasound screening for fetal abnormalities between weeks 18 and 20; (5) hepatitis B
and HIV screening in the first trimester; (6) gestational diabetes screening between weeks 24
and 28; and (7) at least six completed prenatal visits. Prenatal care was considered adequate
based on compliance with all OI indicators. Care was considered intermediate if one to three
indicators were unmet and inadequate if four or more indicators were unmet.
The current Spanish prenatal care protocol sets the minimum periodicity of visits at one per
month (at weeks 6, 10, 14, 20, 24, 28, 32, and 36) until week 36 and once every two weeks be-
tween weeks 36 and 40. Therefore, by week 28, any pregnant woman having received adequate
prenatal care should have completed six prenatal visits and undergone the appropriate checks
in compliance with all the quality indicators.
The criteria identifying the need to refer pregnant women to a social worker (SW) are based
on certain characteristics that increase their social risk and place them in a position of vulnera-
bility or chronic stress. These characteristics include precarious living conditions, such as insuf-
ficient income (having no income support or partner is unemployed), living in a small or
unhealthy environment, having an inadequate diet, and potential situations of abuse or domes-
tic violence. In the official Spanish prenatal care protocol, when the midwife or general practi-
tioner identifies any social risk factor, the pregnant woman affected is then referred to an SW,
with a note made in the protocol regarding the necessity of referral to an SW.
The main neonatal morbidity variables considered were low weight (less than 2,500 grams
at birth) and preterm birth (less than 37 weeks).
Statistical analyses. Discrete variables were expressed as counts (percentage) and continu-
ous variables as mean (± standard deviation). Statistical differences between groups were as-
sessed with the chi-squared test using the Yates correction or Fisher’s exact test, when
appropriate, for categorical variables. The Student’s t-test was used for continuous variables.
Immigrant status of the study participants was categorized as Spanish, Sub-Saharan African or
Northern African. The Sub-Saharan and Northern African categories were then combined to
create a dichotomous variable “Spanish” versus “African”. The adequacy of prenatal care, as
measured by the KI and OI indexes, was categorized as adequate, intermediate, or inadequate.
Preterm birth (< 37 weeks) and low birth weight (< 2500 grams) were treated as dichoto-
mous dependent variables in the regression models. For low birth weight, the normal weight
category (2500–3999 grams) was treated as the reference category, and macrosomic birth
weights ( 4000 grams) were excluded from the analysis.
A basic unconditional regression model was used, adding only the frequency-matching vari-
able; the primary health care center. Odds ratios (ORs) with 95% confidence intervals (95% CI)
estimated by this basic model were treated as crude odds ratios (ORc). To analyze the effect of
social risk factors and compliance with prenatal care as confounding variables in the relation-
ship between immigrant status and neonatal morbidity, these variables were first added to the
basic logistics model separately, and then both were added together. Last, analysis using an
overall regression model was performed, adjusting for immigrant status, referral to a social
worker (yes/no), prenatal care, age of the woman (as a continuous variable), and number of
previous pregnancies (as a continuous variable).
Tests for OR trends were calculated for the ordinal KI and OI index categories using logistic
models that included categorical terms as continuous variables. For these trend tests, we used a
Social Risk Factors, Prenatal Care, and Neonatal Morbidity
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likelihood ratio test. The alpha error was set at 0.05, and all p-values were bilateral. All statisti-
cal analyses were conducted using IBM SPSS Statistics version 21.0.
Results
The majority of AIW came from countries in the north of Africa: n = 160 (69.3%). Participants
were mainly fromMorocco: n = 144 (62.3%), followed by Sub-Saharan countries such as Nige-
ria: n = 18 (7.8%), or Senegal: n = 18 (7.8%) and Cameroon: n = 17 (7.4%). Table 1 shows char-
acteristics of the mothers and their newborns, as well as the type of birth and prenatal care,
according to country of origin.
The AIW were on average 3.45 years younger than Spanish women (95% CI: 2.75–4.15,
p<0.001) and showed healthier lifestyles with respect to alcohol consumption and smoking. A
total of 47% of AIW were referred to an SW by midwives owing to detection of social risk, com-
pared with 5% of Spanish women (ORc 17.29; 95% CI:11.07–26.99, p<0.001). Prenatal care
was considered to be adequate in 27% and 22% of AIW using the KI and OI, respectively, com-
pared with 78% and 76% of Spanish women (p<0.001).
The AIW had a greater percentage of preterm births and low birth weight cases.
Tables 2 and 3 show the crude and adjusted associations between immigrant status and the
risk of preterm birth and low birth weight, respectively. All AIW, especially those from North-
ern Africa, were at higher risk of preterm birth (ORc 2.28; 95% CI:1.04–5.00). However, these
associations were spurious, becoming protective after adjusting for compliance with prenatal
care and social risk factors (adjusted OR for Northern Africans 0.42; 95% CI: 0.14–1.32). This
association did not change after including maternal age and number of previous pregnancies in
the models (adjusted OR Northern Africans 0.45; 95% CI: 0.14–1.44).
A lack of compliance with prenatal care based on KI was the main independent risk factor
for preterm birth. A very significant dose–response pattern (p-trend<0.001) was found. The
greater the lack of prenatal care compliance, the greater the association for preterm birth (ad-
justed OR for intermediate care 4.02; 95% CI: 1.55–10.45; adjusted OR for inadequate care
17.05; 95% CI: 3.92–74.24). Existence of social risk factors was an independent risk factor for
preterm birth (ORc 4.05; 95% CI:1.95–8.39), but this association diminished in the overall ad-
justed model (adjusted OR 2.28; 95% CI: 0.76–6.87).
With respect to low birth weight, crude associations between status as an immigrant and
low birth weight changed, becoming protective after adjusting for poorer compliance with pre-
natal care and/or social risk factors. Lack of compliance with prenatal care based on the KI was
also an independent risk factor for low birth weight, with a very significant dose–response pat-
tern (p-trend = 0.011) found (adjusted OR intermediate care 3.51; 95% CI:1.31–9.43; adjusted
OR for inadequate care 6.25; 95% CI: 1.28–30.46). Existence of social risk factors was an impor-
tant independent risk factor associated with low birth weight (adjusted OR 5.42; 95% CI: 1.58–
18.62).
Discussion
Poor compliance with prenatal care was the main risk factor associated with neonatal morbidi-
ty in our study, with statistically significant dose–response patterns found. The existence of so-
cial risk factors was independently associated with neonatal morbidity, especially low birth
weight. Here, both variables played an important role as confounding variables, being simulta-
neously associated with immigrant status and neonatal morbidity, and causing a spurious rela-
tionship between immigrant status and higher risk of neonatal morbidity.
As mentioned above, crude associations between status as an AIW and neonatal morbidity,
which are supported by different studies in Spain [17], Europe [20,26–28], and the United
Social Risk Factors, Prenatal Care, and Neonatal Morbidity
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Table 1. Characteristics of the mothers and their newborn, depending on their country of origin. Cantabria (Spain): African immigrants and Spanish
women 2007–2010.
Spanish (N = 627) North African (N = 160) Moroccan (N = 144) Sub-Saharan (N = 71)
n (%) n (%) n (%) n (%)
Maternal age: Mean [SD]a 31.3 [4.1] 27.7 [6.0]*** 27.6 [6.0]*** 28.3 [5.2]***
 16 0 (0) 1 (0.6) 1 (0.7) 0 (0)
17–34 490 (78.1) 135 (84.4) 124 (86.1) 62 (87.3)
 35 137 (21.9) 24 (15.0) 19 (13.2) 9 (12.7)
N° previous pregnancies: Mean [SD]a 0.53 [0.815] n = 627 0.83 [1.074] n = 159 0.82 [1.111] n = 143 0.97 [1.035] n = 70
Smokers 100 (16.5)b 0 (0)*** 0 (0)*** 1 (1.4)**
Missing values 21 (3.3) 0 (0) 0 (0) 0 (0)
Alcohol 6 (1.0)b 0 (0) 0 (0) 0 (0)
Missing values 21 (3.3) 0 (0) 0 (0) 0 (0)
Speak Spanishc
Missing values — — 12 (7.5) 12 (8.3) 4 (5.6)
Sufﬁcient — — 21 (14.2)b 20 (15.2)b 14 (20.9)b
Insufﬁcient — — 127 (85.8)b 112 (84.8)b 53 (79.1)b
Read Spanishd
Missing values — — 13 (8.1) 13 (9.0) 4 (5.6)
Sufﬁcient — — 9 (6.1)b 9 (6.9)b 2 (2.9)b
Insufﬁcient — — 138 (93.9)b 122 (93.1)b 65 (97.1)b
Write Spanishe
Missing values — — 13 (8.1) 13 (9.0) 4 (5.6)
Sufﬁcient — — 9 (6.1)b 9 (6.9)b 2 (2.9)b
Insufﬁcient — — 138 (93.9)b 122 (93.1)b 65 (97.1)b
Referral SWf
Missing values 0 (0) 3 (1.9) 3 (2.1) 2 (2.8)
No referral 596 (95.1) 88 (56.1)b 81 (57.4)b 31 (44.9)b
Referral 31 (4.9) 69 (43.9)***b 60 (42.6)***b 38 (55.1)***b
Kessner Index (KI)g
Missing values 0 (0) 0 (0) 0 (0) 0 (0)
Adequate 476 (75.9) 34 (21.3)*** 33 (22.9)*** 16 (22.5)***
Intermediate 144 (23.0) 80 (50.0)*** 73 (50.7)*** 36 (50.7)***
Inadequate 7 (1.1) 46 (28.7)*** 38 (26.4)*** 19 (26.8)***
Own Index (OI)h
Missing values 0 (0) 1 (0.6) 1 (0.7) 2 (2.8)
Adequate 491 (78.3) 41 (25.8)***b 40 (27.9)***b 21 (30.4)***b
Intermediate 129 (20.6) 68 (42.8)***b 61 (42.7)***b 31 (44.9)***b
Inadequate 7 (1.1) 50 (31.4)***b 42 (29.4)***b 17 (24.7)***b
Fetal age, weeks
Preterm Birth (<37) 21 (3.3) 11 (6.9)* 9 (6.3) 3 (4.2)
Full term neonate (37) 606 (96.7) 149 (93.1) 135 (93.7) 68 (95.8)
Birth weight, grams
Low weight (<2500) 21 (3.3) 8 (5.0) 7 (4.9) 3 (4.2)
Normal weight (2500–3999) 569 (90.8) 135 (84.4) 122 (84.7) 60 (84.5)
(Continued)
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States [29,30], were not maintained in the multivariable models that included poor compliance
with prenatal care or the existence of social risk factors. This supports the results of Castelló
et al. [10], in which associations between being an immigrant and the risk of very preterm birth
and very low birth weight were weaker when adjusting for adequacy of prenatal care.
The meta-analysis published by Bollini et al. [31] indirectly supports our results. In 12 coun-
tries receiving immigrants that were studied from 1966 to 2004, pregnant immigrant women
showed a greater risk of low birth weight and preterm delivery. These risks were clearly and sig-
nificantly reduced in those countries with stronger integration policies that lowered both access
barriers to prenatal care and the existence of social risk factors, even after adjusting for mater-
nal age at the time of birth.
After adjustment, status as an immigrant was protective in our study. The AIW in our study
were younger, but also had healthier lifestyles in terms of alcohol use and smoking. This could
explain the adjusted protective effect obtained in the multivariable regression model that also
included maternal age as a covariate. This would support the “healthy immigrant” effect or
“epidemiologic paradox”, which state that immigrant women have better reproductive out-
comes because they are younger and lead healthier lifestyles in comparison with
nonimmigrant women.
The greater associations found here between poorer compliance with prenatal care and
neonatal morbidity are supported by several studies, specifically in immigrant populations
[29,32–34]. The existence of a dose-response pattern would provide additional support for a
real association, and not owing to chance.
The KI is a classical prenatal care indicator. This index, similar to other published indexes
such as the Adequacy of Prenatal Care Utilization (APNCU), only considers the number of vis-
its during pregnancy but not their content. The APNCU index considers the same three pa-
rameters considered in the KI index (gestational week at first prenatal care visit, number of
prenatal visits, and duration of pregnancy), but in a different way [35]. In Spain, Delgado-
Rodriguez et al. compared the KI with the APNCU index to examine the degree of association
of both indexes with respect to risk of preterm birth [35]. The KI was considered a better pre-
dictor for preterm birth than the APNCU. Therefore, we chose the former for our work.
Table 1. (Continued)
Spanish (N = 627) North African (N = 160) Moroccan (N = 144) Sub-Saharan (N = 71)
n (%) n (%) n (%) n (%)
Macrosomic (4000) 37 (5.9) 17 (10.6)* 15 (10.4) 8 (11.3)
a Standard Deviation.
b % Valid when missing.
c Insufﬁcient Oral Spanish language skill.
d Insufﬁcient Reading Spanish skills.
e Insufﬁcient Writing Spanish skills.
f Referral to social worker because of Social Risk factor detection.
g Prenatal care as assessed by KI: Adequate: ﬁrst consultation before week 14 and at least 9 consultations during gestation. Inadequate: start of care
after week 28, or less than 4 consultations during gestation. Intermediate: the other combinations.
h Prenatal care as assessed by OI: Adequate: all 7 indicators of the Spanish Health Service pregnancy care protocol met. Inadequate: 4 indicators
unmet. Intermediate: 1–3 indicators unmet.
*p  0.01 - < 0.05
** p  0.001 - < 0.01
*** p < 0.001
doi:10.1371/journal.pone.0120765.t001
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The latest recommendations from international organizations, such as the World Health
Organization or National Institute for Health and Care Excellence [24,25], place more impor-
tance on other prenatal care quality indicators than on the number of visits, with at least six vis-
its considered optimal. This arises from the fact that no statistically significant differences have
been found with respect to neonatal and maternal morbidity when more than six visits are
completed, as long as the other quality indicators are complied with (i.e., first visit before week
12, folic acid supplementation before week 8, and corresponding blood tests and screenings)
[36,37].
On the basis of these recommendations, in addition to the KI, we used the OI in this study,
which considers both the number of antenatal care visits and compliance with the other quality
indicators. According to the OI, six visits for a term pregnancy would be considered adequate
prenatal care, as long as the remaining prenatal care quality indicators are complied with.
However, according to the KI, pregnant women who have complied with the remainder of
the Spanish prenatal care quality indicators, but who have only completed six, seven or eight
visits, would be considered to have had intermediate prenatal care by virtue of having complet-
ed fewer than nine prenatal visits.
Table 2. Crude and adjusted associations between the immigrant status, other predefined variables (social risk factors and compliance with pre-
natal care), and the risk of neonatal morbidity (preterm birth).
PRETERM BIRTHa
ORcb (95%CI) ORa1c (95%CI) ORa2d (95%CI) ORa3e (95%CI) ORa4f (95%CI)
African g 1.92 (0.95–3.89) 0.91 (0.37–2.26) 0.42 (0.15–1.18) 0.36 (0.12–1.06) 0.38 (0.13–1.14)
Sub-saharan 1.20 (0.32–4.46) 0.53 (0.12–2.28) 0.27 (0.06–1.24) 0.23 (0.05–1.10) 0.23 (0.05–1.17)
North-African 2.28 (1.04–5.00) 1.10 (0.42–2.85) 0.50 (0.17–1.49) 0.42 (0.14–1.32) 0.45 (0.14–1.44)
Social risk factors h 4.05 (1.95–8.39) 4.38 (1.75–10.94) — 2.02 (0.71–5.77) 2.28 (0.76–6.87)
Kessner Index (KI) i
KI intermediate 3.32 (1.44–7.68) — 4.66 (1.87–11.59) 3.97 (1.54–10.24) 4.02 (1.55–10.45)
KI inadequate 11.37 (4.26–30.30) — 24.12 (6.23–93.35) 16.46 (3.81–71.06) 17.05 (3.92–74.24)
linear p trend < 0.001 < 0.001 < 0.001 < 0.001
Own Index (OI) j
OI intermediate 1.34 (0.57–3.12) — 1.45 (0.59–3.57) 1.21 (0.48–3.08) 1.23 (0.48–3.13)
OI inadequate 5.54 (2.30–13.34) — 6.55 (1.88–22.86) 3.92 (1.05–14.60) 4.08 (1.08–15.36)
linear p trend 0.001 0.007 0.069 0.064
Cantabria (Spain): African immigrants and Spanish women 2007–2010.
a Newborn less than 37 weeks at birth.
b Odds Ratio and 95% Conﬁdence Intervals. ORc denotes “crude Odds ratio” = the basic regression model adding only the frequency matching variable:
Primary Health Center (PHC).
c ORa1 denotes “adjusted” OR adding to the basic model: immigrant status and social risk factors.
d ORa2 denotes “adjusted” OR adding to the basic model: immigrant status and prenatal care.
e ORa3 denotes “adjusted” OR adding to the basic model: immigrant status, social risk factors, and prenatal care.
f ORa4 denotes “adjusted” OR adding to the basic model: immigrant status, social risk factors, prenatal care, maternal age at delivery (continuous), and
number of previous pregnancies (continuous).
g African immigran women (Sub-Saharan and North-African combined)
h Referral to a social worker because of social risk factor detection.
i Prenatal care as assessed by KI: Adequate: ﬁrst consultation before week 14 and at least 9 consultations during gestation. Inadequate: start of care after
week 28, or less than 4 consultations during gestation. Intermediate: the other combinations.
j Prenatal care as assessed by OI: Adequate: all 7 indicators of the Spanish Health Service pregnancy care protocol met. Inadequate: 4 indicators
unmet. Intermediate: 1–3 indicators unmet.
doi:10.1371/journal.pone.0120765.t002
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According to the OI, 12 out of 62 AIW and 15 out of 491 Spanish women were classified in
the adequate care category; however, these women were classified as intermediate care by the
KI, simply because they had six to eight prenatal visits despite having complied with the re-
maining quality indicators. Among these 12 AIW, there was one case of low birth weight, and
among the 15 Spanish women, there were five cases of preterm birth, and six cases of low birth
weight. These extra cases of preterm births and low birth weight newborns in the adequate cat-
egory according to the OI would explain the lower associations found using the OI when com-
pared with the KI, both in AIW as well as in Spanish women.
Therefore, our results do not support those of Villar et al. [36,37], because we found a great-
er prevalence of neonatal morbidity in pregnant women who complied with the quality indica-
tors proposed by those authors and recommended by the World Health Organization
(including at least six completed prenatal visits), but who had fewer than nine prenatal visits,
which is the minimum number of visits used in the Kessner Index.
Although the relationship between social risk factors and risk of neonatal morbidity has
been less investigated, our results are supported by several studies. Sparks et al. (2009) showed
that preterm birth differences in the United States were more associated with social risk factors
than with country of origin [16]. Garcia-Subirats et al. showed that the unemployment rate was
Table 3. Crude and adjusted associations between the immigrant status, other predefined variables (social risk factors and compliance with pre-
natal care), and the risk of neonatal morbidity (low weight). Cantabria (Spain): African immigrants and Spanish women 2007–2010.
LOW WEIGHTa
ORcb (95%CI) ORa1c (95%CI) ORa2d (95%CI) ORa3e (95%CI) ORa4f (95%CI)
African g 1.50 (0.70–3.21) 0.62 (0.22–1.70) 0.50 (0.19–1.35) 0.36 (0.12–1.09) 0.39 (0.12–1.30)
Sub-saharan 1.05 (0.29–3.89) 0.28 (0.05–1.54) 0.36 (0.08–1.57) 0.18 (0.03–1.02) 0.22 (0.03–1.36)
North-African 1.77 (0.74–4.22) 0.82 (0.28–2.38) 0.58 (0.20–1.73) 0.48 (0.15–1.52) 0.48 (0.14–1.68)
Social risk factors h 3.27 (1.49–7.16) 4.51 (1.67–12.18) — 2.83 (0.96–8.33) 5.42 (1.58–18.62)
Kessner Index (KI)i
KI intermediate 3.19 (1.38–7.36) — 4.26 (1.70–10.70) 3.28 (1.26–8.51) 3.51 (1.31–9.43)
KI inadequate 5.05 (1.77–14.44) — 8.93 (2.32–34.44) 4.41 (1.01–19.22) 6.25 (1.28–30.46)
linear p trend 0.001 0.001 0.022 0.011
Own Index (OI)j
OI intermediate 1.12 (0.47–2.67) — 1.05 (0.41–2.70) 0.82 (0.31–2.18) 1.01 (0.37–2.74)
OI inadequate 2.35 (0.86–6.42) — 2.00 (0.57–6.97) 0.83 (0.21–3.31) 1.25 (0.29–5.45)
linear p trend 0.145 0.360 0.733 0.809
a Newborn less than 2,500 grams at birth
b Odds Ratio and 95% Conﬁdence Intervals. ORc denotes “crude Odds ratio” = the basic regression model adding only the frequency matching variable:
Primary Health Center (PHC).
c ORa1 denotes “adjusted” OR adding to the basic model: immigrant status and social risk factors.
d ORa2 denotes “adjusted” OR adding to the basic model: immigrant status and prenatal care.
e ORa3 denotes “adjusted” OR adding to the basic model: immigrant status, social risk factors, and prenatal care.
f ORa4 denotes “adjusted” OR adding to the basic model: immigrant status, social risk factors, prenatal care, maternal age at delivery (continuous), and
number of previous pregnancies (continuous).
g African immigran women (Sub-Saharan and North-African combined)
h Referral to a social worker because of social risk factor detection.
i Prenatal care as assessed by KI: Adequate: ﬁrst consultation before week 14 and at least 9 consultations during gestation. Inadequate: start of care after
week 28, or less than 4 consultations during gestation. Intermediate: the other combinations.
j Prenatal care as assessed by OI: Adequate: all 7 indicators of the Spanish Health Service pregnancy care protocol met. Inadequate: 4 indicators
unmet. Intermediate: 1–3 indicators unmet.
doi:10.1371/journal.pone.0120765.t003
Social Risk Factors, Prenatal Care, and Neonatal Morbidity
PLOS ONE | DOI:10.1371/journal.pone.0120765 March 27, 2015 9 / 12
associated with preterm births in every maternal age group [17]. An association between low
birth weight and social risk factors, such as being a teenage mother or single mother, is also
supported [15]. A relationship between the existence of social risk factors and maternal stress
biomarkers, together with a greater rate of genital tract infections, could explain the pathogenic
basis of this association [38–40].
In retrospective studies based on secondary information (records), one of the main limita-
tions could be the low quality of the information, owing either to incomplete records or a lack
of agreement among the different records. In our study, information about the main variables
was collected in more than 97% of women, and agreement for the country of origin was 100%.
Another caveat relates to the lack of availability of other potential risk factors, which are un-
available from the secondary registers used in our study.
In conclusion, poor compliance with prenatal care and the existence of social risk factors
were major confounding variables in the relationship between immigrant status and neonatal
morbidity in our study. Further epidemiological studies should include both variables as con-
founding variables to prevent biased results.
Regarding impact in the clinical setting, our results have identified poor compliance with
prenatal care as the main independent risk factor associated with both preterm birth and low
birth weight, in both immigrant and nonimmigrant pregnant women, which supports the im-
portance of compliance with more than six prenatal visits. The existence of social risk factors
was an important independent risk factor associated with low birth weight. This lends support
for the joint role played by social workers and midwives in maximizing the level of proper pre-
natal care among pregnant women with increased social risk.
Supporting Information
S1 Fig. Flow diagram showing African Immigrant Women finally included and their coun-
try of origin. An uncomplicated pregnancy was defined as a pregnancy without established
maternal or obstetric risk factors that could increase the risk for maternal or fetal morbidity,
and carried out by a primary health-care midwife and a general practitioner in the primary
health-care centers.
(TIF)
S2 Fig. Flow diagram showing inclusion & exclusion criteria, for the Spanish women ob-
tained by simple random sampling using a 1:3 ratio. An uncomplicated pregnancy was de-
fined as a pregnancy without established maternal or obstetric risk factors that could increase
the risk for maternal or fetal morbidity, and carried out by a primary health-care midwife and
a general practitioner in the primary health-care centers.
(TIF)
Acknowledgments
The authors thank the staff of the Primary Care Management departments of the Cantabrian
Health Service for their support and use of their facilities for the study. Thanks are also extend-
ed to Rosa Maria Plata Quintanilla for her assistance in developing the database, and to Irene
Castro and Maria Ruiz for their contribution to data acquisition.
Author Contributions
Conceived and designed the experiments: MP JL MS. Performed the experiments: MP JL RS
FB LR ADMS. Analyzed the data: MP JL MS. Contributed reagents/materials/analysis tools:
MP JL RS FB LR ADMS. Wrote the paper: MP JL RS FB LR ADMS.
Social Risk Factors, Prenatal Care, and Neonatal Morbidity
PLOS ONE | DOI:10.1371/journal.pone.0120765 March 27, 2015 10 / 12
References
1. McGlade MS, Saha S, DahlstromME. The Latina paradox: an opportunity for restructuring prenatal
care delivery. Am J Public Health. 2004; 94: 2062–2065. PMID: 15569952
2. Buekens P, Masuy-Stroobant G, Delvaux T. High birthweights among infants of north African immi-
grants in Belgium. Am J Public Health. 1998; 88: 808–811. PMID: 9585752
3. Guendelman S, Buekens P, Blondel B, Kaminski M, Notzon FC, Masuy-Stroobant G. Birth outcomes of
immigrant women in the United States, France, and Belgium. Matern Child Health J. 1999; 3: 177–187.
PMID: 10791358
4. Vahratian A, Buekens P, Delvaux T, Boutsen M, Wang Y, Kupper LL. Birthweight differences among in-
fants of North African immigrants and Belgians in Belgium. Eur J Public Health. 2004; 14: 381–383.
PMID: 15542873
5. Puig Sola C, Zarzoso Palomero A, Garcia-Algar O, Cots Reguant F, Buron Pust A, Castells Oliveres X,
et al. Hospital admission in newborns according to ethnicity and parents' country of origin in an urban
area of Barcelona [Spain]. Gac Sanit. 2008; 22: 555–564. PMID: 19080932
6. Agudelo-Suarez AA, Ronda-Perez E, Gil-Gonzalez D, Gonzalez-Zapata LI, Regidor E. Relationship in
Spain of the length of the gestation and the birth weight with mother's nationality during the period
2001–2005. Rev Esp Salud Publica. 2009; 83: 331–337. PMID: 19626258
7. Rio I, Castello A, Jane M, Prats R, Barona C, Mas R, et al. Reproductive and perinatal health indicators
in immigrant and Spanish-born women in Catalonia and Valencia (2005–2006). Gac Sanit 2010; 24:
123–127. doi: 10.1016/j.gaceta.2009.09.014 PMID: 20005605
8. Fernandez MA, Cavanillas AB, de Mateo S. Differences in the reproductive pattern and low birthweight
by maternal country of origin in Spain, 1996–2006. Eur J Public Health. 2011; 21: 104–108. doi: 10.
1093/eurpub/ckp224 PMID: 20385659
9. Goedhart G, van Eijsden M, van der Wal MF, Bonsel GJ. Ethnic differences in preterm birth and its sub-
types: the effect of a cumulative risk profile. BJOG. 2008; 115: 710–719. doi: 10.1111/j.1471-0528.
2008.01682.x PMID: 18410654
10. Castello A, Rio I, Martinez E, Rebagliato M, Barona C, Llacer A, et al. Differences in preterm and low
birth weight deliveries between Spanish and immigrant women: influence of the prenatal care received.
Ann Epidemiol. 2012; 22: 175–182. doi: 10.1016/j.annepidem.2011.12.005 PMID: 22285869
11. Reijneveld SA. Reported health lifestyles and use of health care of first generation immigrants in The
Netherlands: do socioeconomic factors explain their adverse position?. J Epidemiol Community Health.
1998; 52: 298–304. PMID: 9764280
12. Dunn JR, Dyck I. Social determinants of health in Canada's immigrant population: results from the Na-
tional Population Health Survey. Soc Sci Med. 2000; 51: 1573–1593. PMID: 11072880
13. Borrell C, Muntaner C, Sola J, Artazcoz L, Puigpinos R, Benach J, et al. Immigration and self-reported
health status by social class and gender: the importance of material deprivation, work organisation and
household labour. J Epidemiol Community Health. 2008; 62: e7. PMID: 18431832
14. Malmusi D, Borrell C, Benach J. Migration-related health inequalities: showing the complex interactions
between gender, social class and place of origin. Soc Sci Med. 2010; 71: 1610–1619. doi: 10.1016/j.
socscimed.2010.07.043 PMID: 20869798
15. Rodriguez C, Regidor E, Gutierrez-Fisac JL. Low birth weight in Spain associated with sociodemo-
graphic factors. J Epidemiol Community Health. 1995; 49: 38–42. PMID: 7707003
16. Sparks PJ. Do biological, sociodemographic, and behavioral characteristics explain racial/ethnic dis-
parities in preterm births? Soc Sci Med. 2009; 68: 1667–1675. doi: 10.1016/j.socscimed.2009.02.026
PMID: 19285373
17. Garcia-Subirats I, Perez G, Rodriguez-Sanz M, Salvador J, Jane M. Recent immigration and adverse
pregnancy outcomes in an urban setting in Spain. Matern Child Health J. 2011; 15: 561–569. doi: 10.
1007/s10995-010-0614-7 PMID: 20440546
18. Rio I, Castello A, Barona C, Jane M, Mas R, Rebagliato M, et al. Caesarean section rates in immigrant
and native women in Spain: the importance of geographical origin and type of hospital for delivery. Eur
J Public Health. 2010; 20: 524–529. doi: 10.1093/eurpub/ckq067 PMID: 20522515
19. Comas M, Català L, Sala M, Payà A, Sala A, Del Amo E, et al. Descriptive analysis of childbirth health-
care costs in an area with high levels of immigration in Spain. BMC Health Serv Res. 2011; 11: 77. doi:
10.1186/1472-6963-11-77 PMID: 21492486
20. Gagnon AJ, McDermott S, Rigol-Chachamovich J, Bandyopadhyay M, Stray-Pedersen B, Stewart D,
et al. International migration and gestational diabetes mellitus: a systematic review of the literature and
meta-analysis. Paediatr Perinat Epidemiol. 2011; 25: 575–592. doi: 10.1111/j.1365-3016.2011.01230.
x PMID: 21980947
Social Risk Factors, Prenatal Care, and Neonatal Morbidity
PLOS ONE | DOI:10.1371/journal.pone.0120765 March 27, 2015 11 / 12
21. National Institute of Statistics. Basic Demographic Indicators. Series 2002–2011. Data valid until 18
June 2013. Spain. Available: http://www.ine.es/daco/daco42/idb/idb.htm. Accesed 16 January 2014.
22. Kessner DM, Singer J, Kalk CE, Schlesinger ER. Methodology: New York City analysis. In: Kessner
DM, Singer J, Kalk CE, Schlesinger ER, editors. Infant Death: an analysis by maternal risk and health
care. Washington: Institute of Medicine and National Academy of Sciences; 1973. pp. 50–65.
23. Spanish Society of Gynaecology and Obstetrics. Normal pregnancy prenatal care. Recommendations
of the Spanish Society of Gynaecology and Obstetrics [in Spanish]. Madrid: Spanish Society of Gy-
naecology and Obstetrics; 2010. Available: http://www.proSEGO.com. Accesed 14 March 2012.
24. World Health Organization. Department of Reproductive Health and Research. Randomized Trial
WHO antenatal care: a manual for the implementation of the new antenatal care model; 2003. Avail-
able: http://whqlibdoc.who.int/hq/2001/WHO_RHR_01.30.pdf. Accesed 25 February 2012.
25. Antenatal care routine care for healthy pregnant woman. National Collaborating Centre for Women’s
and Children’s Health. National Institute for Health and Clinical Excellence. NICE Clinical Guideline 62;
2008. Available: http://www.nice.org.uk/nicemedia/pdf/CG62fullguideline.pdf. Accesed 11 September
2012.
26. Zeitlin J, Bucourt M, Rivera L, Topuz B, Papiernik E. Preterm birth and maternal country of birth in a
French district with a multiethnic population. BJOG. 2004; 111: 849–855. PMID: 15270935
27. Malin M, Gissler M. Maternal care and birth outcomes among ethnic minority women in Finland. BMC
Public Health. 2009; 9: 84. doi: 10.1186/1471-2458-9-84 PMID: 19298682
28. Cacciani L, Asole S, Polo A, Franco F, Lucchini R, De Curtis M, et al. Perinatal outcomes among immi-
grant mothers over two periods in a region of central Italy. BMC Public Health. 2011; 11: 294. doi: 10.
1186/1471-2458-11-294 PMID: 21569229
29. Gould JB, Madan A, Qin C, Chavez G. Perinatal outcomes in two dissimilar immigrant populations in
the United States: a dual epidemiologic paradox. Pediatrics. 2003; 111: e676–82. PMID: 12777585
30. Herbst MA, Mercer BM, Beazley D, Meyer N, Carr T. Relationship of prenatal care and perinatal mor-
bidity in low-birth-weight infants. Am J Obstet Gynecol. 2003; 189: 930–933. PMID: 14586328
31. Bollini P, Pampallona S,Wanner P, Kupelnick B. Pregnancy outcome of migrant women and integration
policy: a systematic review of the international literature. Soc Sci Med. 2009; 68: 452–461. doi: 10.
1016/j.socscimed.2008.10.018 PMID: 19042065
32. Alexander GR, Cornely DA. Racial disparities in pregnancy outcomes: the role of prenatal care utiliza-
tion and maternal risk status. Am J Prev Med. 1987; 3: 254–261. PMID: 3452363
33. Murray JL, Bernfield M. The differential effect of prenatal care on the incidence of low birth weight
among blacks and whites in a prepaid health care plan. N Engl J Med. 1988; 319: 1385–1391. PMID:
3185649
34. Collins JW Jr, Wall SN, David RJ. Adequacy of prenatal care utilization, maternal ethnicity, and infant
birthweight in Chicago. J Natl Med Assoc. 1997; 89: 198–203. PMID: 9094845
35. Delgado-Rodriguez M, Gomez Olmedo M, Bueno Cavanillas A, Galvez Vargas R. Comparison of 2 in-
dexes of prenatal care and risk of preterm delivery. Gac Sanit. 1997; 11: 136–142. PMID: 9340320
36. Villar J, Carroli G, Khan-Neelofur D, Piaggio G, Gulmezoglu M. Patterns of routine antenatal care for
low-risk pregnancy. Cochrane Database Syst Rev. 2001;( 4)(4):CD000934. PMID: 11687086
37. Villar J, Ba'aqeel H, Piaggio G, Lumbiganon P, Miguel Belizan J, Farnot U, et al. WHO antenatal care ran-
domised trial for the evaluation of a newmodel of routine antenatal care. Lancet. 2001; 357: 1551–1564.
PMID: 11377642
38. Rich-Edwards JW, Grizzard TA. Psychosocial stress and neuroendocrine mechanisms in preterm de-
livery. Am J Obstet Gynecol. 2005; 192: S30–5. PMID: 15891710
39. Wadhwa PD. Psychoneuroendocrine processes in human pregnancy influence fetal development and
health. Psychoneuroendocrinology. 2005; 30: 724–743. PMID: 15919579
40. Paul K, Boutain D, Manhart L, Hitti J. Racial disparity in bacterial vaginosis: the role of socioeconomic
status, psychosocial stress, and neighborhood characteristics, and possible implications for preterm
birth. Soc Sci Med. 2008; 67: 824–833. doi: 10.1016/j.socscimed.2008.05.017 PMID: 18573578
Social Risk Factors, Prenatal Care, and Neonatal Morbidity
PLOS ONE | DOI:10.1371/journal.pone.0120765 March 27, 2015 12 / 12
